ABSTRACT Oropharyngeal tuberculosis is a rare presentation of the disease even in the presence of extensive pulmonary tuberculosis. A case is described in which a retropharyngeal abscess, causing stridor and threatening respiratory obstruction, was the only manifestation of Mycobacterium tuberculosis infection.
We describe a case ofpharyngeal tuberculosis that is unusual both in its presentation-threatened obstruction of the airway-and because there was no sign of pulmonary tuberculosis.
Case report
A 58 year old merchant seaman, born in Aden and nominally resident in Britain for 30 years, presented with a three day history of increasing difficulty in swallowing and a one day history of difficulty in breathing. He was febrile (37 4°C), with stridor and an intermittent cough. Bilateral firm, painless cervical lymphadenopathy was present. Direct inspection of the oropharynx showed a large tense mass originating from the posterior pharyngeal wall and almost occluding the airway. Physical examination otherwise showed nothing remarkable; there were no abnormal signs in the chest and no generalised lymphadenopathy or hepatosplenomegaly. The chest radiograph was normal. A lateral radiograph of the neck showed a large soft tissue mass prevertebrally causing almost total occlusion of the airway (figure). There was also extensive cervical osteoarthritis but no evidence of osteomyelitis. Investigations showed normal urea and electrolyte concentrations, a white cell count of 5 8 109/l (57% lymphocytes), a haemoglobin concentration of 12-8 g/dl and an erythrocyte sedimentation rate of 57 mm in one hour.
The mass was incised under local anaesthesia with immediate relief of symptoms. A large amount of pus was removed; microscopic examination showed scanty Gram positive cocci but no acid fast bacilli on Ziehl-Neelsen staining. Bacterial culture was negative. Fine needle aspiration of the cervical nodes showed no evidence of bacterial or mycobacterial infection.
The patient had previously presented in 1986 with a swelling in the neck, which had been surgically explored. An abscess was found and pus that proved sterile was removed. Biopsy of the abscess wall had shown chronic inflammatory changes only. The patient had been discharged with no follow up.
In view of his present and past medical history he was readmitted two weeks after drainage of the pharyngeal abscess for a cervical lymph node biopsy. Subsequently fluorescent staining of the pus from the original pharyngeal abscess and from the cervical biopsy specimen showed scanty acid fast bacilli, which on culture proved to be mycobacteria with the cultural characteristics of the Asian variety of M tuberculosis. Treatment with Rifinah (rifampicin and isoniazid), pyrazinamide, and pyridoxine was started and he has remained well with no recrudescence of his symptoms or signs during the subsequent six months. 
